On August 1, 2011, the Department of Health and Human Services accepted the Institute of Medicine's recommendation that all Food and Drug Administration-approved contraceptives and sterilization procedures be made available to women without incurring out-of-pocket costs. The Institute of Medicine and the Department of Health and Human Services have deliberately misled the American people by claiming that this mandate would not include abortifacient drugs, that conscientious objection would be honored, and that this provision is essential to preserving the health of women. The author rebuts each of these claims by appeal to the scientific, medical, legal, and political facts surrounding these claims. In doing so, he argues that the recommendations include at least three abortion-inducing contraceptive methods. Likewise, he illustrates that the current administration has shown no will to protect the inviolable right of conscience of both individuals and institutions. Finally, he draws the reader's attention to the known deleterious side effects of oral contraception, emphasizing that these recommendations ultimately encourage women to use drugs that put them at a greater risk of harm. The author concludes that the Institute of Medicine and the Department of Health and Human Services have neglected their responsibility to American women and have misled and deceived the American people.
The decision by the Department of Health and Human Services to mandate coverage of contraception and sterilization is a tragedy in many ways. This mandate characterizes pregnancy as a disease, unjustly discriminates against Christians who find contraception and sterilization to be morally repugnant, and brings significant costs to women and society in general. This bill is not good for Catholics, American women, or the common good of our country. To add insult to injury, HHS has misled the public on three matters of great import. The IOM and HHS have claimed that the health of women necessitated each of the recommendations, that abortifacient drugs are not included under Recommendation 5.5, and that conscientious objection will be honored. This article will explore these three areas of deception.
"These Recommendations Do Not Include Abortifacient Drugs"
The Ethical and Religious Directives for Catholic Health Care Services are very clear: "Catholic health-care institutions may not promote or condone contraceptive practices. Direct sterilization of either men or women, whether permanent or temporary, is not permitted in a Catholic health-care institution." 4 There can be no equivocation: The mandate to fund contraception and sterilization is directly contrary to the explicit teaching of the Catholic Church and, in so doing, sets up a conflict between the State and the largest provider of health care in the United States.
Though much could be said concerning contraception and sterilization as such, we direct our attention to the last sentence of Recommen-dation 5.5: "These recommendations do not include abortifacient drugs." Such a claim is made possible only by ignoring the abortion-inducing effect of some FDA-approved contraceptives, and by accepting the common, but no less inaccurate, claim that life begins at implantation rather than conception. Ultimately, the claim of Recommendation 5.5 amounts either to deliberate deception or complete ignorance of the facts.
It is instructive first of all to take a quick glance at both the science of embryonic life and at the dynamics of how these drugs work to prevent pregnancy. Once a tiny human being comes into existence at the moment of fertilization, the woman is pregnant; that is, she is with child, even if that child has not yet implanted. As neuroscientist and anatomist Maureen Condic has noted, "The embryo comes into existence at sperm-egg fusion, a human organism is fully present from the beginning, controlling and directing all of the developmental events that occur throughout life." 5 After fertilization, this new human being may take a week or so to travel to the uterus where he will implant. An increasingly common medical definition of pregnancy employs an implantation-based definition that, at best, uses the phrase "established pregnancy" in reference to the state of the mother once a child has implanted on the endometrial lining of her uterus. 6 The term "established pregnancy" can be deceptive; it is important to recall that life does not begin at implantation, but at fertilization. Not only can this language be misleading, it is also fraught with a moral lassitude toward the new human being. This new "human being is to be respected and treated as a person from the moment of conception; and therefore from that same moment his rights as a person must be recognized, among which in the first place is the inviolable right of every innocent human being to life." 7 The dignity of every human being, regardless of his size or location, must be honored as the imago Dei.
The IOM's claim distracts from the fact that some FDA-approved contraceptives do have methods of action that are abortion-inducing. 8 Dignitas personae characterizes these methods as "interceptive" if they interfere with the ability of the embryo to implant and "contragestative" if they cause the death of the embryo following implantation. 9 One of the methods of contraception most promoted by the IOM because of its effectiveness in preventing pregnancy is the use of intrauterine devices. An intrauterine device functions, in part, as an interceptive "contraceptive method" by agitating the uterine lining to such a degree that once conceived the child is unable to implant on the endometrial lining of the uterus. That is, intrauterine devices function so as to directly induce abortions. Dignitas personae offers criticism of such interceptive methods: "[A]nyone who seeks to prevent the implantation of an embryo which may possibly have been conceived, and who therefore either requests or prescribes such a pharmaceutical, generally intends abortion." 10 The Church's teaching is clear: directly and voluntarily causing the death of such an innocent and vulnerable human being constitutes a direct abortion, regardless of the means employed. 11 Furthermore, the IOM ignores that both Plan B and Ella, which are considered FDA-approved contraceptive methods, also have potential abortion-inducing methods of action. Plan B, composed of two 0.75 mg pills of levonorgestrel, primarily functions so as to prevent a woman from ovulating (at least if it is administered during the preovulatory phase of her cycle). 12 The medical consensus indicates that Plan B (levonorgestrel) does not act as a contragestative; that is, it does not kill an embryo that has already implanted. However, studies indicate that Plan B may also have a secondary effect if a woman has a breakthrough ovulation in spite of the administration of Plan B. 13 When ovulation and subsequent fertilization occurs in spite of the administration of Plan B, the drug can act as an interceptive abortifacient. Yeung et al. suggest that this is due to a reduction of the luteal phase length and function, as well as a reduction of glycodelin-A in the endometrium. They state that Plan B "interferes with the normal development and function of the corpus luteum; a dysfunctional corpus luteum then leads to an impaired endometrium that interferes with embryonic implantation." 14 They argue that "no evidence exists to contradict this interceptive effect" and suggest that "levonorgestrel is estimated to act as an abortifacient 3-13 percent of the time when it is administered in the preovulatory period." 15 This potential abortion-inducing effect is acknowledged by Barr Pharmaceuticals (the manufacturer of Plan B), the Physicians' Desk Reference, (PDR) and the FDA, the latter of which states, "Plan B One-Step is believed to act as an emergency contraceptive principally by preventing ovulation or fertilization. . . . In addition, it may inhibit implantation (by altering the endometrium). It is not effective once the process of implantation has begun." 16 As the evidence suggest, Plan B may at times, act as an abortifacient; and when this abortion-inducing possibility is not excluded, dispensing this drug is contrary to Catholic teaching.
Ella, approved by the FDA in August 2010, is composed of thirty mg of a chemical compound (ulipristal acetate) similar to that used in RU-486 (the "abortion pill"). It is known to be a progestin inhibiter, which is effective for up to five days after sexual intercourse. 17 It also is an interceptive abortifacient, which, as the FDA states, works by means of "alterations to the endometrium that may affect implantation." 18 This, the FDA says, "may also contribute to efficacy." The European Medicines Agency also stresses this interceptive method of action: "Ulipristal acetate prevents progesterone from occupying its receptor, thus the gene transcription normally turned on by progesterone is blocked, and the proteins necessary to begin and maintain pregnancy are not synthesized." 19 Ella works as a contragestative as well. For this reason (likely due to concerns for maternal health), the FDA stresses that ella should not be used if there is a "known or suspected pregnancy." 20 Recognizing that there is "no doubt that ulipristal acts as an abortifacient," the American Association of Prolife Obstetricians and Gynecologists asserts that "Ulipristal's ability to destroy established pregnancies, as well as prevent implantation, makes it an embryocidal drug." 21 It is clear, from the testimony of medical science, that Plan B, ella, and intrauterine devices all have the potential to act as abortifacients. They all have a method of action that prevents a child who is dependent upon a hospitable womb from implanting so that he might continue to undergo and direct his own development. In addition, ella acts against the child that has already implanted. Nonetheless, HHS has ignored these facts, has deliberately misled the public about the scientific and medical realities of such abortion-inducing FDA-approved contraceptives, and has mandated their cost-free provision. If such a mandate were enjoined upon Catholic hospitals, it would place them in a precarious position by forcing them to meet the demands of the mandate, violating the Ethical and Religious Directives that say that "abortion . . . is never permitted. Every procedure whose sole immediate effect is the termination of pregnancy before viability is an abortion, which, in its moral context, includes the interval between conception and implantation of the embryo." 22 Thus, a directive requiring physicians to prescribe potentially abortion-inducing contraceptive methods would place their souls in great peril. Dignitas personae puts it this way: "the use of means of interception and contragestation fall within the sin of abortion and are gravely immoral. Furthermore, when there is certainty that an abortion has resulted, there are serious penalties in canon law." 23 This HHS mandate, therefore, amounts to a direct attack upon the teachings of the Catholic faith and against the medical institutions founded in the spirit of that faith. Could our government really perpetrate such an offense?
Disregard for the Rights of Conscience
The second claim made at the time of the HHS announcement was that conscientious objection would be respected for those who are opposed to these mandates due to religious conviction. Unfortunately, this is not the case. Perhaps this is unsurprising in light of the current administration's fair-weather relationship with conscience protections. 24 After a brief time in office, President Obama proposed to rescind, by Presidential Order, the strong and reasonable protections for conscience rights enacted in the preceding administration. 25 Strong conscience protections are necessary because discrimination in the medical field is increasingly common in spite of such amendments as the Church Amendment, the Weldon Amendment, and the Coats-Snowe Amendment. 26 While these amendments express a long-held American respect for conscientious objection, they are insufficient because they do not contain within them means by which complaints of discrimination may be filed. Furthermore, enforcement of these laws has been exceedingly rare. 27 The proposed rescission predated President Obama's much maligned visit to the University of Notre Dame. There, he assured the class of 2009 that he was committed to "honor the conscience of those who disagree with abortion, and draft a sensible conscience clause, and make sure that all of our health-care policies are grounded in clear ethics and sound science." 28 In spite of his pledge at the university of Our Lady, he significantly weakened the conscience protections enacted by President Bush, thus weakening federal protections of the right of conscience for religious groups and individuals. 29 The regulations protect neither the free exercise of religion, nor the individuals or Catholic institutions that conscientiously object to a number of morally offensive medical practices, thus paving the way for unjust discrimination.
It was in this milieu, on August 1, 2011, that HHS released their "Affordable Care Act Rules on Expanding Access to Preventive Services for Women," which included an "interim final rule . . . to give religious organizations the choice of buying or sponsoring group health insurance that does not cover contraception if that is inconsistent with their tenets." 30 The criteria to meet this exemption delineated by the administration include the following: The primary purpose of the organization must be to inculcate religious values, its employees must primarily be those who share the tenets of the faith, and the organization must primarily serve its own members. 31 This, on its face, may appear to be a goodwill gesture toward those who conscientiously oppose the new law based on their deeply held religious or moral convictions. But a closer look reveals otherwise: The four qualifying criteria for exemption are so narrow that conscience protections are limited to very few Catholic or Christian organizations, leaving the remaining objecting organizations and individuals forced to pay for contraception, surgical sterilizations, and abortion-inducing drugs. Furthermore, the guidelines offer no opportunity for objection by individuals.
For all practical purposes, this would exclude nearly all of the 250 Catholic universities in the United States, countless Catholic social agencies, and more than 2,200 Catholic hospitals and clinics that would not meet these criteria. Because they do not have faith-formation as their primary mission, do not exclusively employee Catholics, nor require those they serve to be baptized Catholics, this could have the effect of forcing these institutions to violate their moral and ethical commitments, refuse insurance, or shut their doors. Furthermore, the criteria limit and implicitly redefine and confine religion to worship and faithformation alone. Such government overreach may end up preventing these Catholic-sponsored institutions from serving the oft-neglected communities they minister to-much as we have seen with Catholic adoption agencies in recent years. As John Haas, president of the National Catholic Bioethics Center, notes, federal respect for conscience "is necessary to ensure our viability in providing continued service to the underserved." 32 Furthermore, the criteria delineated by HHS would eliminate a number of other conscientious objectors such as Americans United for Life and the Heritage Foundation, which are not "religious employers." Jeanne Monahan of the Family Research Council has noted that the administration has only offered a fig leaf of conscience protection for certain churches that fulfill very specific criteria. However, religious groups that provide social services [or] engage in missions work to people of different religious faiths, [and] religious health insurance companies, let alone religious health-care providers and individuals in such health plans, are not protected from any discrimination whatsoever. 33 The HHS continues the offense by seeking to justify these "conscience protections" by appeal to state law.
In its fact sheet, HHS noted that the proposed conscience exemptions are modeled after those used in twenty-eight states. It also invited the public to comment "as we work to strike the balance between providing access to proven prevention and respecting religious beliefs." 34 Here one might make two observations. First, the National Catholic Bioethics Center reports, "The actual fact, however, is that there are only seven states with such provisions," not twenty-eight as claimed by HHS. Furthermore, the National Catholic Bioethics Center notes that many states have enacted conscience protections that are significantly more robust than those provided by HHS. 35 Second, it is instructive to survey the history of the Obama administration in responding to public comments and finding a median between pro-choice ideology and the beliefs of Catholics and other social conservatives: In light of this history, it is safe to say that for all practical purposes, this administration's "decision" on this issue appears to be a foregone conclusion, made prior to any so-called "dialogue." 36 As Sister Mary Ann Walsh of the United States Conference of Catholic Bishops bluntly noted, "Health and Human Services must think Catholics and other religious groups are fools." 37 In spite of promises to the contrary, this administration has shown no will to substantially protect consciences. Though one may hold out hope, clearly precedent does not bode well. It remains highly unlikely that the current administration will provide robust conscience protections for both organizations and individuals who are opposed to funding these mandates or providing the services required by them. This seems increasingly clear, especially in light of the clamor that continues to come from organizations like Planned Parenthood and the National Abortion Rights Action League, organizations to which the current administration is beholden. 38 This inevitable opposition makes it even more essential that Catholics and all people of goodwill support the "Rights of Conscience Act" currently being proposed in both the House of Representatives and the Senate. Introduced in the House of Representatives in March of 2011 by Jeff Fortenberry (R-Nebraska), who anticipated the issues we face today, this act has gained the support of a coalition of groups including the United States Conference of Catholic Bishops, Christus Medicus Foundation, Family Research Council, Catholic Medical Association, and Human Life International. This act would protect both individuals and institutions from being coerced to perform actions to which they have a fundamental and well-grounded objection. As Daniel Cardinal DiNardo has noted, "The Administration's failure to create a meaningful conscience exemption to the preventive services mandate underscores the need for Congress to approve the Respect for Rights of Conscience Act." 39 This disregard for conscience rights underscores the importance of reminding American Catholics that the true nature of the conscience rests in the proper use of reason to know and act on what is true and good, not in superficial convictions, feelings, and preferences. After all, if the conscience merely amounts to superficial conviction, why should the federal government honor it?
"Help Keep Them Healthy"
The Insidious Danger of Recommendation 5.5
Those who advocated for Recommendation 5.5 have regularly claimed that its inclusion as a preventive service was necessary to secure the health and well-being of women. HHS claimed that they had "directed the Institute of Medicine, for the first time ever, to conduct a scientific review and provide recommendations on specific preventive measures that meet women's unique health needs and help keep them healthy." Kathleen Sebelius, secretary of HHS, wrote, "These historic guidelines are based on science and existing literature, and will help ensure women get the preventive health benefits they need." 40 Susan F. Wood of the Jacobs Institute of Women's health said, "[C]ontraception should be based on the evidence as outlined by IOM, which shows that contraception for women is indeed safe and effective prevention." 41 IOM committee chairwoman Linda Rosenstock claimed, "Each recommendation stands on a foundation of evidence supporting its effectiveness." 42 This claim that the recommendations were evidenced-based and necessary for the good of women has hushed politicians and other civil leaders who fear political ramifications if they should, by questioning the recommendations, appear to be anti-science or, worse, misogynistic. In touting science as the basis for this document, the authors have tacitly inferred that anyone who disagrees with it is motivated by political ideology and does not have the best interest of women in mind. However, there is ample evidence that the conclusions of the IOM harm the health of the very women they purport to defend.
Since the "preventive service" offered by Recommendation 5.5 is of a different kind than the other seven-involving the administration of drugs and surgeries-a host of other considerations should naturally arise, namely, the health risks associated with those drugs or surgeries. Unfortunately very little consideration is given to these risks in the IOM report. Only one paragraph in the 210-page report addresses risks associated with this recommendation, and even that paragraph only says that women under thirty-five die as a result of giving birth more often than because of contraception. Yet this statistic is misleading, as many of the negative health effects of contraceptives become apparent only later in a woman's life; and furthermore, the cause of death during pregnancy is primarily attributed to some underlying unresolved malady such as diabetes or obesity. The committee also brushes aside the death rates of women who smoke and use oral contraception. The failure to even pause and address the seriousness of this is unconscionable, given that 18.5 percent of women in America smoke. 43 The report claims instead that "side effects are generally considered minimal." 44 In support of such a sweeping statement, one would expect a host of peerreviewed studies to be cited. The actual citation, however, lists only three "educational pamphlets" from the American College of Obstetricians and Gynecologists and one fairly dated study.
This particular citation should raise the ire of any observant reader. The public was assured, upon the passage of the IOM's mandates, that the report was an "exhaustive review of the scientific evidence," and yet one of the primary cruxes of the committee's argument-and one which furthermore directly impacts the longevity of millions of American women-rests squarely upon the support of educational pamphlets. These pamphlets, available online, are promotional brochures that do not cite even one study. 45 Interestingly, the pamphlets themselves state that "the average readability level of the series . . . is grade six to eight." An undergraduate using such sources in a composition class would likely find their grade docked; certainly the IOM's use of this amateurish secondary material is completely unacceptable.
It is evident that more rigorous peer-reviewed studies concerning the potentially negative side effects of chemical contraception should have been brought to bear on such an important issue. Instead, after quickly explaining away the side effects that are mentioned, one paragraph is devoted to the noncontraceptive benefits of contraception. To this end, the report places a great deal of emphasis on an ongoing study that has not yet been published, but that is likely to indicate that oral contraception prevents ovarian cancer. While numerous studies do indicate that oral contraception does reduce the risk of ovarian cancer, the decision to include mention of only this particular cancer is circumspect. If oral contraception increases the risk of other cancers, ignoring those other cancers in their report would indicate a commitment to selectively emphasize sympathetic findings and subjective bias. So, what of the assertion that cancer risks are reduced, and that side effects, in general, are minimal? Though space does not permit an exhaustive survey of the studies, I will briefly identify some of the major side effects that were completely ignored by the IOM.
• Breast cancer is the most common form of invasive cancer in women, and combined oral contraceptives increase breast cancer risk. 46 Breast cancer accounts for 26 percent of cancers in women, while ovarian cancer accounts for 3 percent. Further-more, 15 percent of cancer deaths in women are caused by breast cancer and 6 percent of deaths are caused by ovarian cancer. 47 In spite of ardent claims to the contrary, there is a rapidly increasing collection of studies indicating that the risks of breast cancer for contraceptive users is higher than nonusers. 48 49 Those most at risk for developing breast cancer as a result of contraceptive use are women who begin contraceptive use before their first full term pregnancy, women who have a family history of breast cancer, and women who smoke. In short, there are numerous studies that show that the breast cancer-contraceptive link is very real. On the other hand, one of the most effective ways to reduce breast cancer risk is to have a child, and to do so before twenty-five years of age. 50 Furthermore, the National Cancer Institute at the National Institutes of Health emphasizes that studies also indicate a greater risk of other cancers including cervical and liver cancer. 51 • Stroke risk is also much higher for users of oral contraception.
Studies reveal increased risk in the range of 1.5 to 4 times greater risk in those who use oral contraceptives. 52 Data vary depending on the type of contraceptive, how long it was used, and a number of other factors. The Physicians' Desk Reference indicates that risks are even greater for women who smoke, are obese, get migraines, are older, or are hypertensive. Studies indicating an increased risk of stroke have been published in such journals as Journal of Neurology, Neurosurgery and Psychiatry, Journal of the American Medical Association, Blood: Journal of the American Society of Hematology, and Stroke: Journal of the American Heart Association. • Deep vein thrombosis is increasingly a concern for users of oral contraception. The Physicians' Desk Reference states the following: "An increased risk of thromboembolic and thrombotic disease associated with the use of oral contraceptives is well established." 53 Users of the pill, the Physicians' Desk Reference emphasizes, are three times more likely to develop superficial venous thrombosis, and have a four to eleven times greater risk for deep vein thrombosis or pulmonary embolism. Further, the risk goes up by a factor of 1.5 to 6 for those women who are genetically predisposed to the disease. In mid-2011 the FDA announced a safety review of the most popular oral contraceptive, which was once aggressively marketed directly to teenagers and young adults under the trade names of Yaz, Yasmin, and Beyaz. These oral contraceptives contain drospirenone, which, according to two recent studies published in British Medical Journal, increase risk of blood clots two-to threefold compared to the risk associated with other (second-and third-generation) oral contraceptives. As the FDA states, "All birth control pills pose a risk of blood clots. Several epidemiological studies have reported that the risk of blood clots for women who use birth control pills containing drospirenone is higher than that for women who use birth control pills containing the progestin levonorgestrel." 54 Finally, a recent Centers for Disease Control Morbidity and Mortality Weekly Report states that after giving birth, women should not use combined oral contraceptives for forty-two days. The report says, "[E]vidence from thirteen studies showed that the risk for [blood clots] among women within the first forty-two days postpartum is twenty-two-fold to eightyfour-fold greater than the risk among nonpregnant, nonpostpartum reproductive age women." 55 The risk is highest immediately after delivery, declining rapidly during the first twenty-one days, but not returning to baseline until forty-two days postpartum in most studies." In spite of the increased risk of blood clots attributed to use of combined oral contraceptives, these risks go entirely unmentioned in the IOM's report. 56 • Numerous studies have revealed that oral contraceptive users have a greater risk of heart attack than non-users and that arteries develop plaque at a faster rate for users of oral contraception, though most studies indicate that the risks vary according to the generation of oral contraceptive used. A 2007 study presented at the annual meeting of the American Heart Association showed that there was a 20-30 percent increase in the occurrence of arterial atherosclerosis for every decade of oral contraceptive use, with carotid and femoral arteries developing plaque at a higher rate with use of combined oral contraceptives. 57 A study first published in 2001 reported that users of second-generation oral contraception were 2.5 times more likely to have a heart attack, though the authors note that risks associated with thirdgeneration oral contraceptives are inconclusive and did not pose a statistically significant risk. 58 If other risk factors were involved such as hypertension, smoking, or diabetes the risk was elevated by a factor of 13.6, 17.4, and 24.7 respectively. Many more similar studies have been published in journals including the Journal of Clinical Endocrinology and Metabolism, the European Heart Journal, and the Canadian Medical Association Journal.
I have drawn attention to only four significant side effects of oral contraceptive use, but peer-reviewed studies indicate reasons to be concerned about a number of other side effects. Though studies often pro-vide discordant results, a number of studies indicate (though perhaps not always conclusively) increased risk of loss of bone mass in teenagers (and a subsequent increased risk of osteoporosis), 59 clinical depression, 60 weight gain, 61 and higher rates of sexually transmitted diseases. 62 In spite of the wealth of evidence available, the IOM committee and the source material they chose to consult completely ignored the mountain of studies that give strong indications that there are in fact grave risks associated with oral contraceptive use. One cannot help but wonder how it was that these studies indicating serious risks for women were missed, ignored, or swept under the rug by the IOM. 63
Conclusion
A closer look at the claims made by the IOM and HHS leads me to share the conviction of Daniel Cardinal DiNardo, who said, "I can only conclude that there is an ideology at work in these recommendations that goes beyond any objective assessment of the health needs of women and children." 64 In allowing ideology to direct their research, the members of Sebelius's IOM committee have misled the American people about the abortion-inducing effect of FDA-approved contraceptives, they have not protected the consciences of American citizens, and they have put the lives of millions of American women at risk by placing a federal imprimatur on drugs that have very well-documented deleterious side effects. Our public officials-elected and appointed-are called to ensure the safety and security of Americans. They have power and prominence so as to further the well-being of citizens, not to further the aims of ideology. In this case, HHS and IOM have neglected their responsibility and have misled and deceived the American people.
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